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Abstract  
This paper reports on the co-production of a healthcare leadership model that was generated through in-class qualitative inductive analysis and subsequently 
critiqued in relation to real world value for local healthcare practice. Healthcare leadership is informed by various theoretical models and associated 
competencies (e.g. The National Health Service UK Healthcare leadership Model 2016) [1] and when teaching post graduate students there is a need to go 
beyond merely adopting an 'off the shelf model' and to critically examine what leadership is and how it can be understood in relation to local healthcare culture 
and practices. Previous work on creative education (Gurbutt & Gurbutt 2015) [2] and collaborative practice for public health (Gurbutt 2016) [3] informed a desire 
to enhance the students' experience of creative collaboration.  
 
The aim was to develop students' critical thinking about real world value of leadership models through a co-production activity to enhance engagement and 
the student learning experience. The participants were a post graduate cohort of NHS employees in Greater Manchester UK studying a leadership module at 
the University of Bolton, UK.  
 
A qualitative inductive analysis methodology was used to produce a descriptive leadership model. The methods included a series of steps initially to generate 
data using a 'post-it' note exercise exploring local leadership and leading in healthcare. Students sorted the data and developed categories and then through 
discussion refined them. These were developed into themes that were subsequently represented visually on a sketch-board. This process enhanced students' 
experiential learning about experience aspects of research methodology that linked to a future research module in their programme. A further step involved 
discussion about the themes and their possible relationships and facilitation of several iterations of an agreed class diagrammatic model comprising four 
themes (Support, traits, process, direction) around a core focus (patients). Following this the model was verbally critiqued in relation to informing competency 
identification in relation to real world healthcare leadership practice as well as reflexivity in terms of participants' awareness of their interpretive standpoint.  
 
Learning occurred through the process and about it. Students provided written feedback on their own learning (on the process and the model) as well as how 
to relate the model to practice. Students reported liking being able to share perspectives and practice putting new ideas forward as well as considering what 
would operationalise its four main themes. An academic colleague provided in class peer review feedback on tutor facilitation of the co-production activity to 
inform how to develop this activity further. An employer partner who funded students to undertake leadership modules also provided feedback in terms of 
partnership collaboration and adding value to the workforce. Overall the aims were met and value was added to co-production through reflective co-learning in 
this case about developing healthcare leaders. 
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1 INTRODUCTION  
1.1.1 Developing Teaching Intensive Research Informed (TIRI) education  
Teaching excellence is a hallmark of education provision and is also a framework being introduced by the UK Government (2016) [4]. The University of Bolton 
has innovated in this area by championing a Teaching Intensive and Research Informed strategy [5]. This translates into a series of measures to support staff 
to be creative in curriculum design and delivery so as to promote an excellent student experience. The challenge when undertaking this is to understand the 
student population, their workplace context and so develop learning at the interface of their real world experience and the wealth of resources available to 
tailor to their specific learning journey.  In some cases health and social care delivery majors on day to day operational matters, however there is a pressing 
need to be countercultural and draw back from task focused activity and direct attention towards more conceptual thinking that is necessary for strategic roles.  
Whilst clinical practitioners typically think conceptually when making clinical decisions, considering the complexity of the human body, health, illness and 
interventions for a specific individual, it is not always recognised as a transferrable skill that can be applied to systems thinking and leadership. Indeed the UK 
Quality assurance Agency benchmark of Master’s graduates states that it includes: “a critical awareness of current issues and developments in the subject 
and/or profession; critical skills; ….. and the ability to reflect on their own progress as a learner”. [6] Classroom teaching has to promote these characteristics 
and build, where relevant, on existing ones demonstrated in other settings. Therefore a teaching intensive research informed approach has a purposeful 
design to promote student engagement, enhanced learning outcomes and feed forward into personal development regarding master’s characteristics and 
transfer of knowledge into professional practice.  
2 PROMOTING THINKING ABOUT LEADRSHIP MODELS 
2.1.1 Critical thinking and professional practice 
Previous work on creative education (Gurbutt & Gurbutt 2015) [2] and collaborative practice for public health (Gurbutt 2016) [3] informed a desire to enhance the 
students' experience of creative collaboration. Critical thinking involves a series of higher level skills that pose questions about a descriptive account (what) 
and examine why the situation is as it currently presents (examining contributing factors), how it currently works (examining interrelationships between 
features of the situation), when it emerged in the current presentation (understanding an origin point and contextual factors that prompted a shift) and why that 
occurred (examining the political, economic, social, technological drivers of change).  When applied to leading people in health and social care there has been 
a trajectory of continuity and change since the creation of the UK National health service in 1948. Its history has seen repeated attempts to manage and lead 
change to balance the equation between clinical need, cost, demand, opportunity, political ideology and systems design [7].  At various times different players 
have occupied center stage in the debate about how this equation should be balanced and none have generated a sustainable solut ion.  Over time there have 
been moves towards cost control, managerialism, clinical leadership and more recently patient voices [8].  
2.1.2 Co-production in the classroom – adding value  
Co-production is a process of student engagement in a partnership that “raises awareness of implicit assumptions, encourages critical reflection and opens up 
new ways of thinking, learning and working in contemporary higher education.” [9] It has four main areas where students can be partners in education, one 
being subject based research and enquiry.  In connection with leadership development it offers through ownership of the learning activities an approach to 
critiquing existing leadership models and their relevance in the workplace. Through this, students are facilitated to develop independent critical thought about 
‘off the shelf models’ in relation to individual professional practice. Additionally it will help to identify cognitive dissonance between what is espoused as 
leadership and what the students generate as an account of leadership in their practice experience. This in itself is an opportunity to develop perspectives on 
how models translate into real world practice – beyond ‘shelf ware’ and into identifiable competencies. Additionally this process of ownership, design and 
engagement underpins the previously stated post graduate academic skills [6] to demonstrate mastery of their subject and so adding value for employers who 
typically sponsor students on professional development programmes. 
2.1.3 Co-production in the classroom – a learning process 
The process included four steps: a classroom based co-production activity to develop a leadership model, a critical review of the model, a consideration of 
how that model might translate into real world practice and how initial work might be taken further.  Personal development as health professionals includes 
lifelong learning and so to encourage reflection the design included an opportunity for students to provide anonymous written feedback on their learning 
experience as they produced the leadership model as well as including an independent academic observer in the room to give feedback on the teaching, 
facilitation skills and interactions with students  In this way it was intended to demonstrate that learning is not hierarchical but a shared activity in which we 
were learning together, even if occupying different positions in a workplace setting. The academic thus is not the ‘sage on the stage’ but a knowledgeable 
professional coach or guide on the side. [10]  
 
3 ENGAGING IN CLASSROOM BASED COPRODCTION  
3.1.1 Exploring leadership to create a model 
The process (Fig.1.) was preceded with a discussion about ground rules and the purpose of the proposal to engage in coproduction.  Once the class was in 
agreement to try co-production they were facilitated through a series of steps. The classroom was arranged so everyone sat around a table so that as a 
lecturer the role was not leading or delivering a lecture, but facilitating group discussion. 
Figure 1 Diagram of the coproduction process 
 The initial step involved a discussion about how leadership in their experience could be described. Students were then guided to capture single words or 
phrases on paper notes about leadership and leading without any specific prescribed emphasis or focus – merely capturing expressions about it. (Fig.2 .) 
Figure 2 Data generation  
 This was followed by a prompt for the group to review the notes and sort them into clusters that seemed to have some association. This was followed by 
further discussion to see whether the small clusters could be further linked together to create larger groupings.  Discussion at this stage involved differences of 
opinion and facilitation activity aimed at prompting thought about the reasons why different associations were apparent to different students. The point at that 
stage was to avoid conflict around firmly held views and draw opinions from quieter participants.  Some clusters were rearranged and new groupings 
developed as a consequence. 
Following agreement to accept a series of groupings as they were (given the time available for the session) the next step was to ask the group to represent 
the word groupings as a diagram on a white board.  This appealed to some more than others and for some there was more of a natural aptitude for sketching 
(Fig. 3). 
Figure 3 Sketching leadership model ideas 
   
It was at this point that different options for how the groupings could be represented to express what leadership was in their experience of local health and 
social care. So far they had been engaged in a practical series of tasks and now came the time to stand back from the process and offer an explanation about 
the process undertaken.  Connections were made to research enquiry (what is leadership in local experiences of health and social care?) and specifically 
qualitative inductive analysis to build up a model through coding, categorizing and developing themes from data (the paper notes).  In this way through 
experience they could then see how ‘research’ can be demystified into understanding research methodology as a logical process to generate findings.  That 
was useful for those who were on a post graduate pathway that would later on lead to undertaking a dissertation.   
The ‘findings’ of the group through discussion about the themes and their possible relationships and sketching several iterations resulted in an agreed model 
comprising four themes: Support, traits, process, direction linked around a core focus (patients). (Fig.4.) 
Figure 4 The co-produced version of a leadership model 
  
3.1.2 Critiquing the model 
Whilst several leadership models exist and are sometimes used uncritically ‘off the shelf’ a part of post graduate study involved critical examination of the 
model in relation to its context and leader development. Additionally in relation to the process it was advantageous to include their professional practice of 
reflection and link that to the research reflexivity. 
Discussion contrasted previously studied models with the coproduced one and centered on how it would work if applied to practice. It represented a central 
focus (patients) which was different to the NHS Leadership Academy model that had shared purpose at its heart. Additionally it embedded notions of clinical 
governance: direction implying that there was a purpose to patient care moving towards a destination in a purposeful, planned way. Process as a dimension 
also represented the operational aspects of health and social care delivery.   
Following this the model was verbally critiqued in relation to informing competency identification in real world healthcare leadership practice as well as 
reflexivity in terms of participants' awareness of their interpretive standpoint. Traits referred to the leader qualities and support expressed notions of 
collaborative practice (professional or otherwise) to lead care in a direction with support also for the recipient of care as they moved along a trajectory of 
health and social care intervention. 
Finally students were asked to consider how they had shaped the choices of words that were originally written on the paper notes and also what influenced 
their thinking about how the groups of data could be represented as a descriptive model.  In this way they were helped to see that a personal interpretive 
standpoint exists and conscious thought was needed to be able to recognize and explain it.  
4 DID LEARNING OCCUR? 
4.1.1 Sources of feedback  
To determine the different types of learning that occurred in the room students were asked to provide anonymous feedback as well as the peer observer 
providing written feedback about the lecturer’s classroom facilitation, room and group management.  
4.1.2 Learning experience - students 
Written feedback from students valued collaborative working instead of text based lectures: “It was good to gain other health professionals perspectives from a 
range of fields [of work] rather than just having something book based it was more interactive.”  “My experience of co-production of a leadership model was a 
positive one, with ten of us in the group, all with different experiences in regards to leadership and management, led to the opportunity of a wealth of opinions 
being shared in order to formulate an agreed model ..’ 
This added benefit chimed well with post graduate thinking skills “It is more about developing originality in thinking.” And directly informed thinking about which 
model would be relevant to real world practice:   ‘‘…with the added value of being able to take this forward to utilise in our current and future areas of practice”. 
Theoretical learning had more relevance when used in relation to generating a new model: “It gave an appreciation of other existing models lacking evidence 
that we had previously taken for granted in use in practice”. 
4.1.3 Learning experience - lecturer 
Peer review feedback provided a commentary on what worked well and observations about which stages particularly engaged students in conceptual thinking. 
Some students found the critical analysis of the model in relation to other models more of a challenge and more work was indicated to develop the themes into 
developing associated competencies to operationalise the model. 
4.1.4 Learning experience - Employer 
The whole purpose of workforce development through higher education study is to return added benefit back into the daily operational practice of the learners.  
Whilst learning is not always immediately translated into practical change, although competency based education can achieve this, the challenge to thinking 
and promotion of reflective, critical and analytical thinking brings fresh approaches to familiar health and social care issues. A Head of Nursing [Professional 
Education and Development] at a partner healthcare organisation reported that “Over recent years we have seen an evolving NHS, with new models of care 
being developed in partnership with providers and commissioners in order to achieve closer integration of services. In order to develop and shape our future 
services we require effective Clinical leaders who continue to learn, develop and flex their style, values & behaviours as well as knowing  their own leadership 
strengths and weaknesses and are proactive in developing their potential and improving performance. This programme of study challenged the participants to 
critically evaluate traditional Leaderships models and then coproduce an innovative leadership model to provide leaders with the knowledge and skills to take 
forward into a continually changing environment. Participants have demonstrated a visible difference in their approach to practice and thinking creatively about 
challenges encountered”. 
4.1.5 Conclusion  
In conclusion coproduction with students of a leadership model represented a move to enhance the student experience and generate education that is a 
challenging and engaging with a reach beyond the classroom.  It aligned to the local teaching intensive research informed strategy and for all participants it 
provided points for personal learning.  This included stepping off points for further development and reflection about what really is needed to lead local health 
and social care delivery. As a lecturer it was fulfilling to make learning engaging and memorable for students but also to take a role together as learners and 
being ‘with’ as a fellow professional rather than ‘over’ in a teacher-learner dynamic.  Further work is possible to develop the model with a broader group of 
local health and social care professionals in a local provider organisation.  
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